Thus when clinical signs of right heart involvement occur after inferior myocardial infarction, they are usually prominent and out of proportion to any co-existing left ventricular impairment-so much so as to constitute a distinct form of cardiogenic shock.2 By contrast, anterior infarction is usually associated with occlusion of part of the left coronary tree, the resultant damage being confined to the left ventricle and totally sparing the right ventricle. In this situation signs of right heart dysfunction are rare. When they do occur they result from secondary backward failure due to a proportionate major disturbance of left ventricular function rather than to any right ventricular involvement.
herpes zoster paresis. Aust Thus when clinical signs of right heart involvement occur after inferior myocardial infarction, they are usually prominent and out of proportion to any co-existing left ventricular impairment-so much so as to constitute a distinct form of cardiogenic shock.2 By contrast, anterior infarction is usually associated with occlusion of part of the left coronary tree, the resultant damage being confined to the left ventricle and totally sparing the right ventricle. In this situation signs of right heart dysfunction are rare. When they do occur they result from secondary backward failure due to a proportionate major disturbance of left ventricular function rather than to any right ventricular involvement.
This distinction is well recognized to be of importance from a therapeutic standpoint, particularly with regard to the use of diuretics. However, it also has important diagnostic implications since it is clear from the above that the presence following acute anterior myocardial infarction of right heart signs which are prominent, out of proportion to any left ventricular impairment and which persist after treatment with diuretics should be regarded with suspicion and lead to a search for independent but co-existing causes of right ventricular strain.
We have recently had two such cases. In both cases ventilation-perfusion scanning allowed the recognition of multiple pulmonary emboli, occurring despite prophylactic low dose subcutaneous heparin, as the causative pathology of the right heart strain. The co-existence of myocardial infarction and pulmonary emboli is not at all surprising since ischaemic heart disease and particularly congestive cardiac failure are major risk factors for the development of pulmonary embolic disease3-I and of course the possibility of right ventricular mural thrombus adds further to this risk. [6] [7] Consequently, consideration needs to be given to the diagnostic implications of right heart signs following acute anterior myocardial infarction lest co-existing pathology and particularly pulmonary emboli be overlooked.
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